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Abstract 
The present study obtained survey data from 39 male patients of a residential 
treatment facility. Participants completed the Achenbach's (1991) Youth Self-Report 
scale, the Adolescent Narcissism scale (1999), and the Rosenberg (1965) Self-esteem 
scale. Given the mixed symptom presentation of the sample, internalizing and 
externalizing scores served as predictors for self-esteem and narcissism, respectively. 
Two hypotheses were supported, results revealed that externalizing scores predicted 
narcissism, but not self-esteem; while internalizing scores predicted self-esteem, but 
not narcissism. 
V 
Table of Contents 
Chapter Page 
I. Literature Review and Introduction ................................................... 1 
II. Method .................................................................................. 15 
III. Results ................................................................................... 21 
IV. Discussion .............................................................................. 27 
References ........................................................................................ 33 
Appendix ......................................................................................... 41 
Vita ................................................................................................ 47 
Vll 
CHAPTER I 
Literature Review and Introduction 
Conduct Disorder continues to constitute the primary clinical presentation of 
youth at mental health and community clinics (Loeber, Burke, and Lahey; 2000). As a 
result, in recent years the diagnosis has become cause for increasing social and 
psychiatric concern because of the high degree of impairment, its comorbidity with 
other psychiatric disorders, the poor prognosis, and its predictability of later antisocial 
traits and behavior (Lahey, Stone, and Goodman; 1997). The fundamental feature of 
Conduct Disorder is a repetitive and persistent pattern of behavior which violates the 
basic rights of others. These include externalizing behaviors such as fighting, stealing, 
and property destruction (DSM-IV; American Psychiatric Association, 1994). 
However, the clinical presentation of conduct disorder is further muddled by the 
presence of underlying internalizing symptoms of fear, dependency, anxiety, and 
depressed mood (Lambert, Wahler, Andrade and Bickman; 2001). 
As conduct disorder is typical1y diagnosed during adolescence (assigned to 
individuals up to 18 years old), parents often misconstrue the problem as the normal 
struggles of "teenagerhood." Adolescence is a time of conflict, as the adolescent and 
the parent struggle to find a healthy balance between autonomy and dependence on 
family. In addition to this struggle, the adolescent is negotiating the intricate 
complexities of peer relationships and establishing an identity with individuals other 
than their family. All this happens, while rapid physical change is taking place, 
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making adolescence a time of enormous changes and turmoil for everyone in the 
family (Phelan, 1998). It is a time of heightened self-awareness, preoccupation with 
appearances, sense of entitlement and superiority (McCarthy, 1997; Krystal, 1998). 
The literature indicates that there are two main factors that lead to onset of 
Conduct Disorder (CD). These appear to be familial functioning and more 
specifically, parental/ marital quality (Toupin et al., 2000; Kazdin &Wassel, 2000; 
Meyer et al., 2000). Meyer (2000) reported that family discord and disruption, child 
abuse, neglect, coercive hostile parenting styles, lack of parental monitoring and 
supervision, the youth's peer group, and a socially disorganized community or 
neighborhood places the youth at higher risk for CD. This is not to say that if the 
youth is from a single-parent home or from a gang-ridden neighborhood they will 
demonstrate behaviors consistent with CD. Rather, it is the collective effect of all 
these factors, which may lead to the onset of CD (Meyer et al., 2000). Other 
significant environmental risk factors include parental SES and parental punishment. 
Parental behavior has been shown to predict CD. However, it may be in response to 
the youth's disruptive behavior rather than the cause (Toupin et al., 2000). One might 
imagine, however, that this pathway is because of individual differences. It is further 
suggested that parents' own antisocial behavior maybe a contributing factor (Meyer et 
al., 2000). These findings suggest that there may also exist a genetic predisposition to 
CD, in that persons with antisocial traits tend to become involved with others who 
have similar traits as they may be in the same peer groups, have similar interests, and 
be in close proximity (Meyer et al., 2000). These researchers also measured parents' 
reported levels of CD behaviors and found that there was a parent-child resemblance 
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on measures of CD, indicating that as a result of the parents' own CD symptoms they 
indirectly affect the environment in which the youths are reared, namely through 
marital and familial discord (Meyer et al., 2000). 
Conduct Disorder and Narcissism 
The behavior of adolescents diagnosed with conduct disorder is very similar 
to that of many of the behavioral criteria for narcissistic personality disorder. In both 
cases the adolescent's approach involves "a grandiose sense of self-importance ... has 
a sense of entitlement... interpersonally exploitative, lacks empathy, is often envious 
of others, and shows arrogant haughty behaviors or attitudes" (DSM-IV; American 
Psychiatric Association, 1994). The empirical literature examining the relationship 
between narcissism and conduct disorder is limited (Smith et al., 1998; Sherwood, 
1991). The existing literature is largely theoretical; consequently the author seeks to 
empirically investigate the relationship between conduct disorder and narcissism, as 
well as the role of self-esteem in conduct disorder. 
Early theorists, like Sigmund Freud and Otto Rank� revised their earlier 
understanding of the concept of narcissism, resulting in a broader conceptualization, 
and the development of alternative theories and characterizations of narcissism. Thus 
the formal construct of narcissism came to be defined as involving feelings of 
omnipotence, creativity, vanity, and grandiosity, and has come to include, but is not 
limited to, a personality trait or character description, a clinical disorder of 
personality, and a developmental stage. In this review, the concept narcissism will be 
considered to be a trait, as well as a disorder of personality development. 
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Narcissism is a characteristic, which describes and determines how one 
approaches the world. As such, narcissistic character may underlie many other 
behavioral presentations, like those presented in conduct disorder. It has been 
clinically observed and hypothesized in theoretical arguments that narcissistic traits or 
character appear to contribute to or underlie conduct disorder. Many of the 
characteristics of conduct disorder are similar to that which is seen in a narcissistic 
personality. Kohut ( 1977) described these externalizing characteristics as Narcissistic 
Behavior Disorder, primarily composed of narcissistic rage, a destructive strategy 
established through a chronic need for omnipotent control over the self-object. 
Violence and inappropriate anger or rage is a manifestation of pathological or 
abnormal narcissism as well as the need for control, exploitativeness, and destructive 
behavior (Stone, 1998). Kohut ( 197 1, 1972, 1977, 1984) suggested that there exists 
both a healthy and a pathological narcissism; however, it is the pathological form of 
narcissism that is present in the conduct-disordered adolescent. 
During adolescence, normal narcissism reemerges, but in adolescents with 
conduct disorder, the narcissism is maladaptive and pathological. It is defined as a 
clinically significant psychological pattern that causes impairment in an area of 
functioning, such as school, work, and familial or peer relationships (DSM-IV, 1994). 
It is an all-consuming, pathological process when the adolescent begins to defensively 
rely on grandiosity, entitlement and other narcissistic behaviors in efforts to avoid 
fear of annihilation or dependency as a result of familial rejection and a subsequently 
fragile self-esteem schema (McCarthy, 1997). Under these latter conditions, the youth 
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is likely to alleviate both the fears and poor self-esteem through denial and 
development of a grandiose belief system. 
With increased physical, cognitive and psychic changes, the adolescent is 
forced to restructure his/her sense of self. The adolescent is ushered back into a state 
of vulnerability via a normal regression. The ability to modulate these experiences is 
hampered by the reemergence of the need to separate and individuate from the 
primary caretakers, who serve as the model for the adolescent's ideal self. 
The following discussion of the etiology of pathological narcissism is based 
on the formulations of Kohut (1971, 1977) and the contributions of Mahler (1972) to 
object relations developmental theory. The realization of the discrepancy between the 
real self (that is one's actual competence) and the ideal self result in narcissistic 
vulnerability, as the infant becomes aware of how small, weak and incompetent he or 
she is in the world. In efforts to defend against this vulnerability, the child relies on 
omnipotence, albeit a facade of powerfulness (Bleiberg, 1988). As the child develops 
and matures so does his or her defensive structure, and the response to narcissistic 
vulnerability or injury is splitting. When the child persists in responding to the 
narcissistic vulnerability with omnipotent and grandiose defenses without change, the 
defense is maladaptive, and as a result, pathological. 
Kohut (1971) suggested that pathological or unhealthy narcissism develops 
when early traumatic experiences cause disruption in the narcissistic equilibrium. 
This disturbance occurs primarily when the idealized object or parent imago 
disappointments the child. Kohut (1968) stated that the " essential genetic trauma is 
grounded in the parents' own narcissistic features."(p.77) Kohut believed that, over 
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time, pathology-inducing parents fail to empathically respond to their child's internal 
experiences and needs (Cook & Heiserman, 1988). As a result of the parents' failure 
to respond to or mirror all the child's experiences, the child is unable to consolidate or 
integrate both the negative and positive aspects of the self. Kohut's theory suggests 
that conscious and unconscious aspects of the parent's character are central to later 
developments of disorders of self, of which narcissism is one (Sacksteder, 1990). 
According to object relations developmental theory, primarily as purported by 
Margaret Mahler (1972), the process of separation and individuation occuning during 
infancy and continuing through early childhood, if unsuccessfully mastered, is the 
foundation for later personality and affective disorders, including narcissism. Mahler 
(1972) proposed that the process is comprised of six stages. The goal of the process 
and, subsequently successful mastery, is the achievement of an integrated sense of 
self and separateness distinct from the primary caregiver (Rinsley, 1980). Ideally, 
children achieve a level of understanding that there are good and bad aspects of 
themselves separate from good and bad aspects of others. 
Unsuccessful mastery or resolution of rapprochement and object constancy 
developmental stages result in narcissistic pathology. In her theory, Mahler (1972) 
described rapprochement as that phase in which the child becomes increasingly aware 
that he/she is a separate entity, different from the mother or the primary caregiver. 
Chronologically, this developmental stage occurs at approximately year two. 
Rinsley (1980) described rapprochement as a conflict over dependence versus 
independence. The child responds to this conflict with separation anxiety and 
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demonstrates provocative, negative behaviors. Appropriate matching or 
responsiveness of the mother to the child's developmentally normal fears ultimately 
resolves the crisis/conflict. Successful resolution of rapprochement ushers the child 
into object constancy, the final phase of separation and individuation. However, 
unsuccessful resolution, that is, failure of the mother to adequately respond to the 
child's fears and anxieties, may result in disturbances of self, affect or personality 
(Rinsley, 1980; Mahler, 1972). 
It is at this developmental stage that Kohut (1977) believes that narcissistic 
vulnerability and pathological narcissism are grounded. As the entire process of 
separation-individuation is incomplete, the child has not developed and integrated a 
sense of self. At best, there is no integration of the good and bad aspects of the self or 
others. Rinsley (1980) suggest that this arrest is a result of a double bind in the 
mother-child dyad. The mother rewards the child's drive toward separation­
individuation with her approval and attention, but only and ultimately as it reflects 
upon her. Therefore the child's good aspects are praised with attention and approval, 
but pain, dependency, weakness, and vulnerability (bad aspects of self) result in 
maternal withdrawal and disapproval. The future narcissistic child internalizes this 
contingency of rewarding positive aspects of the self and punishing negative features 
of the self. Thus while the child may experience the fa�ade of individuation, 
separation from mother is inhibited (Bleiberg, 1988). The gifted or special child 
serves as a narcissistic projection for the parent. That is, he/she represents a screen for 
their parents' grandiose and narcissistic aspirations (Bleiberg, 1988). This results in a 
primary defensive and maladaptive style of splitting (Bleiberg, 1988). Splitting is 
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defined as the inability to reconcile the positive and negative aspects of one's self and 
others into a cohesive integration resulting in sudden and radical shifts between 
strongly positive and negative feelings (Nevid & Greene, 2001). The future narcissist 
tends to be unaware of and deny his/her vulnerabilities, and fixate or focus on the 
perceived good aspects of themselves, whether they are grounded in reality or not. 
During adolescence, narcissistic vulnerability reemerges with a vengeance; as 
a result, omnipotence reappears as another defensive mechanism to again deny the 
inner feelings of smallness, weakness, vulnerability, helplessness, incompetence and 
shame (Sherwood, 1990; Bleiberg, 1988b). Rudeness and provocation toward adult 
authority, their rules and their beliefs demonstrate this omnipotence. While in 
moderation, this style of relating to others and the world is adaptive in the navigation 
of the adolescent journey. It becomes maladaptive and pathological when done in 
extreme, significantly impairing social, school and interpersonal functioning, as in the 
case of the conduct-disordered adolescent. Research and theory suggest that this 
transformation from normal to pathological narcissism is a regression in the 
adolescent's ability to regulate his/her affect or emotions (Krystal, 1998). 
Parents are important agents and facilitators in the development of 
pathological narcissism because their interactions and communications with a child 
will strongly influence the youngster's self-regulatory processes. Specifically, 
appropriate praise and punishment facilitates healthy narcissism, whereas 
indiscriminate praise or spoiling develops into pathological or abnormal narcissism 
(Stone, 1998). Ramsey et al. (1996) replicated these findings and also found an 
association between parenting styles and children's narcissism. Specifically, the 
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authors found that overly permissive and authoritarian parents promote narcissistic 
symptoms, which include self grandiosity, entitlement, interpersonal exploitativeness, 
envy, arrogance and lack of empathy (Ramsey, 1996). Their findings suggest (as did 
Kohut 1977, Miller 1986, and Millon 1990) that parental ineffectiveness (failure to 
mirror or match the child's behavior), a lack of disciplinary enforcement in the overly 
permissive and excessive disciplinary enforcement in the authoritarian parent, 
contributes to the development of narcissistic character (Ramsey, 1996). 
Conduct Disorder and Self-Esteem 
Not only have clinicians often observed in their treatment of conduct­
disordered adolescents the existence of a narcissistic character, but they also observe 
higher self-esteem than in other adolescents who suffer from anxiety, depression or 
other internalizing disorders. Many of the former adolescents are often involved in 
the legal system or have become wards of the state where psychotherapy services are 
required, but seldom lead to success. The youth are often uncooperative, view the 
therapeutic process as useless, deny problems and failures and hold grandiose beliefs 
(Ronningstam, 1998). Although there is a correlation between self-esteem and 
externalizing conduct disorder (Sherwood, 1990), the argument would lead one to 
believe that this association is due to narcissistic characteristics of the adolescent. 
That is, a grandiose self-concept seems to be a primary strategy in the regulation of 
self-esteem in these youth (Raskin, Novacek, and Hogan; 1991). 
Raskin et al. (1991) suggested that narcissism is a primary strategy for 
regulating self-esteem. Specifically, the narcissist utilizes behaviors such as 
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aggression, dominance, grandiosity, exploitativeness and entitlement to bolster self­
esteem by protecting himself from self-doubt and depression. This conceptualization 
poses an interesting paradox in that an individual who is hostile toward the world and 
driven to be in control of that world, also reports high self-esteem (Raskin et al., 
1991; Cramer, 1995). 
Baumeister (2001) observed a similar relationship in an adult population. He 
found that there was a high correlation between narcissism and aggression in adults, 
indicating their inflated and false sense of self-esteem. Specifically, he observed that 
narcissists displayed more aggression, particularly those who experienced a 
narcissistic injury or threatened egotism, which is a blow to self-esteem such as an 
insult, failure or humiliation. 
Some researchers have sought to examine the presence of self-esteem in 
behavior disorders of youth. Loeber et al. (1997) purported that inflated self-esteem is 
a primary factor contributing to violence in youth, as well as other cognitive, familial, 
and emotional factors, such as low intelligence and attention difficulties. As a result, 
any wound to this inflated self-esteem is experienced and perceived to be a personal 
threat and the youth is most likely to respond with violence and aggression. 
Contrary to this belief that inflated or elevated sense of self is a primary 
contributor to youth violence, aggression, and behavior disorders (Loeber et al., 1997; 
Baumeister, 2001; 1996); there exists a small body of the literature indicating that low 
self-esteem is pivotal in the development and maintenance of youth aggression and 
behavior disorders like conduct disorder (Anderson, 1994; Zarestsky, 1991; 
Schoenfeld, 1988; Stewart, 1985). These authors suggest that as a result of lowered, 
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poor, or lack of self-esteem individuals act out violently and aggressively to 
compensate for inner feelings of worthlessness and inferiority. 
Specifically, Schoenfeld (1988) in his description of aggressive and violent 
crimes by Black Americans, believed that this style resulted from a long history of 
being a minority in a society dominated by Caucasians who have previously enslaved 
them, segregated them, and discriminated against them. Further, (black) youth are 
less prone to internalize these negative introjects and subsequently they suffer from 
depression or other internalizing behaviors. Schoenfeld believed that they are more 
prone to act out violently as they no longer have to fear racially motivated retaliation 
or punishments (Schoenfeld, 1988). In his work about youth violence and culture in 
urban America, Anderson ( 1994) also purported that a low self-esteem or self-image 
underlies aggression and behavior disturbances among today's urban youth. It is 
believed that displays of violence and aggression are typically in response to threats 
to a fragile self-image or self-esteem, as well as a way to enhance or prop up a low 
self-esteem. It is clear that the literature on the role of self-esteem in aggressive and 
violent behaviors is mixed. It could be that in these largely theoretical posits about the 
relationship that the authors did not account for the recent findings in the conduct 
disorder literature that youth who display externalizing symptoms of violence and 
aggression also possess internalizing symptoms as well (Lambert et al2001). 
This mixed nature of conduct disorder further complicates the understanding 
of the roles of narcissism and self-esteem in the disorder. While there are similar 
aspects between narcissism and (good/high) self-esteem, primarily a positive 
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appraisal of oneself, the two constructs are very different. The term narcissism 
represents a characteristic or trait within one's personality. It refers to one's style of 
operating in the internal and external world, coupled with a sense of entitlement 
affecting self, views of others, and consequently how one relates to and interacts with 
others (Kohut, 1977; Kernberg, 1980; Mahler, 1972; Rinsley, 1980; Bleiberg, 1988). 
As a function of one's personality it is very rigid and difficult to modify. 
Self-esteem, on the other hand, refers to a thoughtful appraisal of oneself, 
based on interactions with others, such as another's opinion or via social comparison 
(Lackovic-Grgin and Dekovic; 1990; Coon, 1997). Self-esteem does not describe a 
personality trait or how one operates in the world and relates to other people. Self­
esteem is a more transient perception, in that it can be affected by the perceiver's 
personal review. 
Unlike narcissism, self-esteem involves a process of being aware of others in 
the environment at the same time as being aware of oneself. It involves being 
introspective and evaluating oneself based on this introspective process. The 
narcissist, however, does not and cannot truly engage in this process of introspection, 
for the following reasons: The narcissist is self-centered, rendering his/her awareness 
of others as minimal, if even existent, therefore their ability to truly engage in any 
social comparison or receive input from others is hampered. The narcissist by nature 
defends against being aware of any negative aspects of themselves by splitting 
(Bleiberg, 1988; Nevid&Greene, 2001). He/she is only aware of positive aspects of 
him/herself, which is frequently not grounded in reality, and often grandiose or 
inflated. Although the narcissist may report having high self-esteem or feeling good 
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about him/herself, he/she have not engaged in a genuine process of introspection and 
evaluation, making their self-appraisal skewed, distorted and false. 
Based on theory and research literature, it would seem that this distorted or 
false self-esteem is part of the violent, aggressive or externalizing behaviors seen in 
conducrdisorder (Raskin et al., 1991; Cramer, 1995; Loeber et al., 1997; Baumeister, 
2001; Baumeister, 1996). Further, it appears that this false and inflated self-esteem is 
a result of underlying narcissistic traits, which would inhibit an accurate, 
introspective self-judgment for the very reasons outlined above. Thus one would 
expect that in the present study, adolescents who are "externalizers" would report 
high self-esteem due to the underlying narcissism. From this rationale, one might also 
expect that adolescents who internalize with symptoms of depression and anxiety are 
apt to be less narcissistic, and as a result more introspective. Thus, one would expect 
that those who present with internalizing symptoms would be apt to ma)<e a more 
genuine evaluation of his/her self-esteem, albeit low self-esteem. 
But what hypotheses can be drawn about narcissism and self-esteem in those 
adolescents who have a mixed presentation of both internalizing and externalizing 
symptoms? The recent literature suggests that youth with conduct disorder rarely 
present with clear-cut externalizing or internalizing symptoms, but rather more often 
than not they present with a mix of internalizing and externalizing symptoms 
(Lambert et al., 2001). Would the above hypotheses hold true for those youth with a 
mixed symptom presentation? If the current sample of conduct- disordered 
adolescents follows the recent trend of having a mixed symptom presentation, it will 
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be necessary to use both symptom measures in the search for their association with 





39 male patients from an adolescent residential treatment facility participated 
in this study. The age of the participants ranged from 13 to 18, with a mean age of 
15 .2 years . 87% of the participants were Caucasian, 5 % Latino, 2% African­
American and 5% described themselves as 'other '. 54% of the participants reported 
that their parents were married ,  33 % of their parents were divorced, 5% were 
separated ,  5% were never married ,  and 3% did not respond . While SES was not 
directly measured , participants were asked to list the occupations of both parents . It is 
believed that a significant number of the participants come from middle to upper 
middle class families, having at least one parent with a college degree and often times 
a more advanced degree , given the occupations listed (for example , attorney, 
physicians , nuclear chemist , and engineers). While the facility is located in East 
Tennessee , patients are known to be from as far away as California and New York. 
Typically patients are from Tennessee and other surrounding southeastern states , such 
as Virginia and North Carolina . Participants in this study were admitted to the facility 
between June 2001 and April 2002. Primary reasons for admission include conduct 
problems, extensive substance abuse, and school difficulties . All participants have 
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been involved in some previous outpatient or inpatient treatment modality prior to 
admission to this facility. 
Procedure 
Participants completed 2 paper and pencil questionnaires, which were 
administered individually by a trained staff member. The materials were typically 
administered to the participants within two weeks of their admission to the Special 
Treatment Unit of the facility, which is a locked inpatient hospital unit. 
Measures 
Adolescent Narcissism Scale: 
To assess the presence of key narcissistic characteristics in these adolescents, 
participants completed a 40 item self-report questionnaire developed exclusively for 
this research study. The Adolescent Narcissism Scale was developed to provide a 
more specific assessment of narcissism in school aged children and adolescents, by 
assessing their ratings of general items about grandiose ideation, sense of entitlement, 
self-centered attitude and lack of empathy. These characteristics were derived from 
the DSM-IV criteria for the diagnosis of narcissistic personality disorder. 
Specifically, the participants will respond to the question: "How much do the 
following statements describe you or your attitude?" for each item on a 5-point Likert 
scale. 
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The items directly measure participants' beliefs about their own sense of 
grandiose ideation and self-centeredness (e.g., I am better than most people and I 
know it); sense of entitlement (e.g. , I feel I deserve nothing but the best things in life); 
and a lack of empathy (e.g. , I can not stand it when other people talk about their 
problems). Higher scores on these items reflect more narcissistic characteristics. 
The reliability coefficient of the 40 item scale was a =  .82 during a pilot study to 
collect validity data, in the present study, a =  .83. A Pearson correlation (r = .25, p< 
.05) between narcissism scores and the diagnosis of conduct disorder was achieved, 
suggesting that participants with a CD diagnosis had scored higher on narcissism than 
those with a non-CD diagnosis. 
Rosenberg's Self-Esteem scale: 
The Rosenberg self-esteem scale was used to assess level of self-esteem of 
the participants. The scale (Rosenberg, 1965) consists of 10 self-report items that are 
designed to assess the participants' feelings about themselves. The participant 
responds to each item on a 4-point scale from strongly agree to strongly disagree. The 
scale has been widely used, and its psychometric properties are well established 
(Ramsey et al., 1996). 
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Youth Self-Report: 
To assess conduct disorder, participants completed the Youth Self Report 
version of Achenbach's Child Behavior Check List (YSR) (Achenbach, 1991). The 
Youth Self-Report is a 119-item behavioral inventory designed to be used with a 
cross-informant assessment instrument, such as the Child Behavior Checklist and 
Teacher's Report Form. The YSR is normed for adolescents between the ages of 11 
and 18. Items are arranged into two broad-banded categories of Internalizing and 
Externalizing Problems and are further divided into several narrow-banded subscales: 
Aggressive Behavior, Anxious/Depressed, Attention Problems, Delinquent Behavior, 
Social Problems, Somatic Complaints, Thought Problems, and Withdrawn. In 
addition, there are 16 items representing socially desirable responses. The 
psychometric properties of the YSR are published in the scale manual and range from 
adequate to excellent. 
Data Analysis 
Analyses were conducted using the Statistical Package for Social Sciences 
(SPSS). Mean responses for self-esteem and adolescent narcissism were determined 
for each participant. To determine a single adolescent narcissism score (AN) for each 
participant, select items were recoded (5-1, 4-2, 3-3 e.t.c.) using SPSS so that all 
items would be weighted in the same direction. A single score for self-esteem (SE) 
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was also determined, and select items were recoded (see *items in Appendix B) so 
that the SE score and the AN score would be weighted in the same direction. That is, 
1 indicating the lowest score on both AN and SE, and 4 (SE) and 5 (AN) indicating 
the highest score. To determine presence or absence of the Externalizing conduct 
disorder (COE), participants' responses on the YSR (Achenbach, 1 991) were entered 
and scored using the Achenbach scoring program. The YSR scoring profile provides 
raw scores, T scores, and percentiles for two competence scales (Activities and 
Social), Total Competence, the eight cross-informant syndrome scales, and the six 
DSM-oriented scales, Internalizing, Externalizing, and Total Problems scales. The 
Externalizing T score was used to indicate COE, note that a T score equal or greater 
than 65 is clinically significant and a T score equal or greater than 60, but less than 65 
is borderline significant. 
Several Pearson correlations were then performed to produce a correlation 
matrix. Both Internalizing scores (COi) and Externalizing scores (COE) were 
examined to determine the associations between narcissism (ANS) and self-esteem 
(SES) respectively. Significance was at the p<0.05 level (two-tailed) unless otherwise 
noted. The correlation matrix was then examined for covariation between the 
measures. 
In line with the hypotheses, two separate linear regression analyses were 
performed to assess the expected covariances between the youth's externalizing and 





Descriptive statistics (mean and standard deviation) for each of the three 
research constructs are presented in Table 1. Note however, that the mean self-esteem 
score (SES) = 2.7, N=39, with a score of 1 indicating low SE, and a score of 4 
indicating high SE. The mean adolescent narcissism score (ANS) was = 2.7, N=39, 
with a score of 1 indicating low AN, and a score of 5 indicating high AN. 
Participants' YSR profiles were very revealing. On the Total Competence 
scale, the mean Competence T score was 45, N=35, suggesting that overall the 
sample demonstrates adequate social competence. 37 % of participants scored in the 
Table 1 :  Descriptive Statistics for Externalizing, Internalizing, Narcissism, and 

















clinically significant low range of social competence and 3% scored in the 
borderline significant low range. 60% of the participants did not score in either the 
borderline or clinically significant ranges, indicating adequate social competence. 
The YSR profile also provides an assessment of total problems reported by the 
participant. On the Total Problem scale, the mean Total Problem T score was 63, N = 
39. This score suggests that in general, the sample scored in the borderline significant 
range of total problems or disturbance. Specifically, 44% of the participants scored in 
the clinically significant range, 20% scored in the borderline range, and 36% did not 
score in either the borderline or clinically significant ranges. 
Upon further analysis, the YSR profile revealed scores for Internalizing and 
Externalizing clusters of symptoms and behavior. The mean Internalizing score for all 
participants was 58, N = 39. 23% of the sample scored in the clinically significant 
range of functioning, that is a T score greater than or equal to 65, another 23% also 
scored in the borderline significant range, that is a T score greater than or equal to 60 
but less than 65. 44% of the participants achieved scores in the clinically significant 
range on the Externalizing behaviors/symptoms scale, while 26% of the male youth 
scored in the borderline clinical range. Overall, there were 39% of participants who 
had clinical or borderline elevations on both the Internalizing and Externalizing 
scales. For these 39%, the mean T score for Internalizing behaviors/symptoms was 
~67, N = 15, a clinically significant score, and mean T score for Externalizing 
behavior/symptoms was ~ 70, N = 15. In general, participants who scored in the 
clinical or borderline range on both Internalizing and Externalizing scale 
demonstrated greater Externalizing behaviors/symptoms than Internalizing. Of further 
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importance , both means for this sub-group are clinical ly significant and are greater 
than the mean T scores for the sample at large. 
The corre lation matrix is presented below in Table 2. As expected ,  there was a 
significant positive corre lation (r = 0.38) between externalizing scores (CDE) and 
internalizing scores (CDI). Surprisingly and contrary to the proposed hypothesis , 
results revealed that there was no relationship between se lf-esteem and narcissism 
scores (r = .086). 
Consistent with the proposed hypothesis , there was a significant positive 
relationship between externalizing and narcissism scores (r = .37). However , there 
was no association between externalizing and self-esteem scores (r = -.21); this 
finding was inconsistent with the proposed h ypothesis . As predicted , there was a 
significant negative corre lation (r = -0.40) between internalizing and self-esteem 
scores . To the contrary no correlation was found (r = 0.12) between interna lizing and 
narcissism scores. 
As reported above , the results revealed a significant positive corre lation 
between externalizing (CDE) and internalizing (CDI) scores , confirming the expected 
interdependence of these symptoms . These two measures were then entered 
simultaneously into a linear regression analysis , first , with narcissism as the 
dependent measure and next with self-esteem as the dependent measure .  Tables 3 and 
4 present the unstandardized regression coefficients (B) and intercept , the 
standardized regression coefficients (�), R2 change , R, and adjusted R2• 
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Table 2: Correlation Matrix of Externalizing, Internalizing, Narcissism, and 
Self-Esteem Variables. 
Variables CDE CDI SESCORE ANS 
CDE 1 .000 .383*  -.2 12  . 367* 
CDI 1 .000 -.402* . 1 17 
SESCORE 1 .000 .086 
ANS 1 .000 
* Correlation is significant at the 0.05 level (2-tailed). 
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As expected, Table 3 clearly indicates that when you regress externalizing and 
internalizing scores against narcissism, only externalizing scores predict narcissism, 
accounting for 13.5 % of the variance, as opposed to internalizing scores with 1 .4 %. 
The ANOV A for this regression model was significantly different from zero, F (1 ,  
37) = 5.757, p = .05. 
As expected, Table 4 clearly indicates that when internalizing and 
externalizing scores are regressed with self-esteem as the dependent measure, only 
internalizing scores predict self-esteem, accounting for 16.5% of the variance. The 
ANOVA for this regression model was significantly different from zero, F ( 1 ,  37) = 
7. 134, p = .05. 
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CDI: Adjusted R2 = . 1 39, R = .402 
CHAPTER IV 
Discussion 
Overall, two of the main hypotheses were supported while the other was not. 
The hypothesis that externalizing scores and narcissism scores would be positively 
correlated, and the hypothesis that internalizing scores and self-esteem scores would 
be negatively correlated was supported. However, the hypotheses that narcissism and 
self-esteem, and externalizing and self-esteem scores would be positively correlated 
were not supported. It is clear from the findings that externalizing scores predict 
narcissism but not self-esteem, whereas, internalizing scores predict self-esteem but 
not narcissism. 
The finding of a significant positive relationship between narcissism and 
externalizing scores is consistent with clinical observations and theory that 
pathological narcissism exists in adolescents with significant externalizing scores 
(Kohut, 1977; Sherwood, 1992; Bleiberg, 1988b). Previous literature also supports 
these findings; Krystal, 1998 suggests that the emergence of pathological narcissism 
is a regression in the adolescent's ability to effectively regulate his emotions. The 
adolescent masks personal weakness by dominating and exploiting others, behaviors 
typical in the presentation of a conduct disordered adolescent. This relationship can 
further be understood by Kohut's ( 1977) discussion of narcissistic behavior disorder 
. in which he described the behavioral presentation of conduct disorder as narcissistic 
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rage. Stone ( 1998) also discussed rage and inappropriate anger, hallmark 
externalizing behaviors, as a manifestation of pathological narcissism. 
The same global factors that constitute externalizing conduct disorder, that is, 
a general disregard for the rights of others, a grandiose and, an omnipotent sense of 
self are the very things that characterize narcissistic character. Developmental 
research suggests that several processes are transpiring in this adolescent journey. It 
is, at best very chaotic, but for youth who are in a clinical setting with these types of 
conditions and disturbances, it is even more chaotic. The developmental literature 
suggests that pathological narcissism, as seen in the externalizing conduct-disordered 
adolescent emerges early in childhood and reemerges during adolescence in response 
to a state of narcissistic vulnerability (Mahler, 1972; Rinsley, 1980; Sherwood, 1990; 
Bleiberg, 1988b; Kohut, 1977). These youth display pathological narcissistic traits, 
such as grandiosity, entitlement, and a disregard for others and rules, in order to cope 
with instability in their internal and external environments. The literature further 
suggests that a dysfunctional familial environment is key in the formation of such a 
maladaptive coping style (Kohut, 1977; Miller 1986, and Millon 1990; Ramsey et al.., 
1996; Stone, 1998). Almost half of the sample came from homes where parents were 
divorced, separated, or never married. While being divorced does not necessarily 
indicate a chaotic family environment, it does suggest evidence of at least some 
marital discord. Consistent with the literature, marital discord has been found to be a 
significant factor in the onset of conduct disorder (Toupin et al. ,  2000; Kazdin 
&Wassel, 2000; Meyer et al., 2000). 
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Consistent with the proposed hypothesis, results revealed that internalizing 
scores predicted self-esteem scores. The literature suggests that conduct disorder 
youth who typically internalize and present with depression or anxiety, are likely to 
harbor negative and punitive self- concepts (Lambert et al., 2001). It is a lack of 
narcissistic traits, such as grandiosity, the need for admiration, and self-centeredness 
that contributes to the lower self-esteem. Youth who present with internalizing 
symptoms tend to be more introspective, and are more likely to engage in the process 
of self-evaluation necessary in determining self-esteem. 
Contrary to the proposed hypothesis, results revealed that there was no 
correlation between self-esteem and narcissism. These findings are inconsistent with 
the research indicating that there is a regulatory relationship between narcissism and 
self-esteem (Raskin et al. ,  1991). As discussed previously, narcissism is a construct 
reflecting a rigid and stable underlying personality trait, and self-esteem is a more 
transient self-appraisal. Another possible explanation for the absence of a relationship 
between narcissism and self-esteem in this sample might be found in the different 
symptom presentation of the conduct-disordered youth. For example, the internalizing 
youth, who harbors a negative self-concept, is more likely to be introspective, in 
contrast to the externalizing youth who is in denial and maintains a narcissistic 
fa�ade. Subsequently, the reports of self-esteem by a youth with high externalizing 
scores is likely to be inflated and false. Recent literature suggests that conduct­
disordered youth who are plagued with both internalizing and externalizing features 
are more severely disturbed and may indeed represent or be a precursor to the onset 
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of borderline personality disorder or other affect regulation disorders (Lambert et al., 
2001; pc Mark Castellini, 2002). 
Limitations and Future Research 
Although externalizing and internalizing scores better accounted for the 
variance in narcissism and self-esteem, respectively, large proportions of the variance 
in narcissism and self-esteem went unexplained. Familial and parental factors, 
including parental style and effectiveness were not measured in the present study. 
These have been found to be significant contributors to narcissistic character and self­
esteem in previous findings (Meyer et al., 2000; Kohut, 1977; Miller 1986, Millon 
1990; Ramsey et al., 1996; Stone, 1998). Another factor not accounted for in the 
present study that has been shown in the literature to contribute significantly to the 
self-esteem of conduct-disordered adolescents are peer influence, SES, race/ethnicity, 
and home/community environment (Baumeister, 1996; 2001; Anderson, 1994; 
Zarestsky, 1991; Schoenfeld, 1988). Additionally, the presence of a distinct anxiety 
or depressive disorder was not assessed; such a mood disorder might be present in 
those participants with higher internalizing scores. 
There were other limitations to the present study. The most significant 
limitation to the study was the small sample size. It is believed that greater statistical 
significance might be achieved with an increased sample size. 
Another limitation of the present study was that in the measurement of 
conduct disorder, the researcher did not obtain any supplemental data on the 
participants, such as parent reports, teacher reports, and counselor reports. If research 
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packets were administered at admission or pre-admission, data from the parents could 
have been gathered. These multiple sources of information would be useful in the 
further understanding of the cohort's symptoms and the role of underlying narcissism 
and self-esteem. 
The results of this study suggest several clinical implications and directions 
for future study. The study was only limited to a male sample; a future area of interest 
would be the investigation of the relationship between narcissism, self-esteem and 
conduct disorder in females. Although it was not measured or investigated in this 
study, it was clear that length of time in treatment influenced participants' ratings on 
the self-report measures. Future research would investigate how length of time in 
treatment affects reporting of problematic behavior, levels of self-esteem, and 
narcissistic behavior and attitudes. In a future study, the author would also obtain 
multiple informant observations of the participants' problematic behaviors, as well as 
personally conduct diagnostic interviews. 
This study has empirically established a significantly positive relationship 
between externalizing behaviors and narcissism. Consistent with previous literature 
on children, the present study also demonstrated the complexity of conduct disorder, 
namely that diagnosis and treatment can rarely be limited to simply addressing clear­
cut externalizing behaviors (Lambert et al., 2001; Loeber et al., 2000; Wozniak et al., 
2001; Toupin et al., 2000). Rather, there is a need to address internalizing symptoms 
as well as underlying personality characteristics. 
To address the complex clinical presentation of conduct disorder, a priori 
identification of narcissistic character and self-esteem would assist the mental health 
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practitioner in constructing a more tailored case conceptualization, treatment plan, 
and interventions, providing continuity, containment, and stability in the chaotic lives 
of youth. These adolescents would no longer see therapy as useless or forced, nor be 
as resistant. Rather, they might be able to form a genuine attachment, probably for the 
very first time, to the therapist. With an established attachment, therapeutic alliance, 
and trust, the therapist can begin to facilitate the youth's integration of both positive 
and negative aspects of the self, without the youth fearing a withdrawal of love or 
being abandoned. Changes in the adolescent's  behavior and attitude could be 
facilitated in a timelier manner with the aid of a priori determination of narcissistic 
character. In tum, increasing the potential for a successful resolution of narcissistic 
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1 .  Name: ___________ _ 
2. Age: __ 
3. Gender: Male Female 
4. Race/Ethnicity: Caucasian Black/ African-American Hispanic/Latino 
Other ____ _ 
5. Parents are: Married Divorced Separated Never married 
HOW MUCH DO THE FOLLOWING STATEMENTS DESCRIBE YOU/YOUR ATTITUDES ? 
!=Strongly Disagree 2=Disagree 3=Neutral 
6. In class and out of class I like to be the center of attention. 
4=Agree5= Strongly Agree 
7. I am one of the best if not the best dressed person in my class. 
8. I l ike to look at myself in the mirror more often than most others do my age 
9. I am really not that concerned with the way that I look. 
10. I really feel the need for other people if I am by myself for long. 
1 1 . I l ike it a lot when other people notice me. 
12. I enjoy parties with lots of people. 
13 .  I can not stand it when people stare at me. 
14. I 'd rather vacation at a popular beach than an isolated cabin in the woods. 
15 .  When other people are around I enjoy doing things to get their attention. 
16. I spend more time than most people do my age getting ready. 
17 .  I 'm better than most people and I know it. 
18 .  I hate it when some one else is getting more attention than I am. 
19. I prefer jobs that let me work alone without being bothered by other people 
20. I often compliment someone if they are wearing a nice outfit. 
2 1 .  I really enjoy having my picture taken or being video recorded. 
22. I would rather praise others than be praised myself. 
23. I know that many of my friends are jealous of me because of my looks. 
24. I like to have a lot of people around me. 
25. I would like to become a famous movie star, singer or athlete. 
26. If I have my mind set on something, I could care less who I hurt to get it. 
27 . I try to be humble. 
28. I shy away from crowds of people. 
29 . I can not stand it when other people are talking about their problems. 
30. I feel I deserve nothing but the best things in life. 
3 1 .  I feel that I am no better than others, no matter what their condition. 
32. My friends should do what ever I say goes. 
33. I have a very high opinion of myself. 
34. I am the leader of the coolest group in my school. 
35. Social gatherings are usually boring to me. 
36. I only hang out with the other cool people l ike me. 
37. Others often tell me that I am 'stuck up' .  
38. I 'd rather not talk about myself and m y  achievements. 
39. I am constantly asking others about their opinions of me or about something that I 've done . 
40. I usually prefer to do things alone. 
4 1 .  I expect everyone to say 'hi ' to me when they see me at school. 
42 . When I graduate I have to get the best job. 
43 . I am a superior person. 
44. I f I get a bad grade, I usually say something bad about the teacher under my breath or to a friend. 




Directions: Please circle the number to the right of each item that best describes 
your feeling. 
1. I feel that I'm a person of worth, at least on an equal plane with others. 
2. I feel that I have a number of good qualities. 
3. All in all, I am inclined to feel that I am a failure. 
4. I am able to do things as well as most other people. 
5. I feel I don 't have much to be proud of. 
6. I take a positive attitude toward myself. 
7. On the whole, I am satisfied with myself. 
8. I wish I could have more respect for myself. 
9. I certainly feel useless at times. 
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